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Policy 

The U. S. Navy Medical News Letter is basically an official Medical 
Department publication inviting the attention of officers of the Medical De- 
partment of the Regular Navy and Naval Reserve to timely up-to-date items 
of official and professional interest relative to medicine, dentistry, and 
allied sciences. The amount of information used is only that necessary to 
inform adequately officers of the Medical Department of the existence and 
source of such information. The items used are neither intended to be nor 
susceptible to use by any officer as a substitute for any item or article in 
its original form. All readers of the News Letter are urged to obtain the 
original of those items of particular interest to the individual. 

# # # * * * 
A Study of 212 Home Accidents 

Accidents are a problem of increasing importance to modern society. 
During 1950, there were 90,000 deaths in the United States from this cause. 
Accidents were the fourth leading cause of death among the total population 
of Minnesota during 1950, and the most frequent cause of death among per- 
sons 1 to 34 years of age, being responsible for more deaths than neoplastic 
diseases, convulsions, and diseases of the central nervous system, heart 
disease and rheumatic fever, congenital malformations, pneumonia and in- 
fluenza combined. 

The home is the most frequent site of accident in the United States, 
27,500 deaths and 4,100,000 injuries being due to home accidents in the 
United States in 1950, including 110,000 persons with permanent disabilities. 
One out of thirty- seven persons was disabled 1 or more days by injury in 
the home. In 1950 home accidents constituted two-fifths of all accidental 
deaths in Minnesota, accounting for half the accidental deaths among chil- 
dren under the age of 15. 

Some of the factors involved are age, sex, disability, and alcoholism. 
Environmental factors such as time, weather, geography, and socioeconom- 
ic conditions are important. One of the most significant factors is accident 
proneness. An accident-prone person is described as one who acts impul- 
sively without deliberation and who harbors an inward rebellion against 
strict upbringing manifested by resentment against persons in authority, 
an injury being regarded as an atonement for the guilt of this rebellion. 
Although this concept is quite popular, there are differences of opinion. 
Weinermann criticizes an overemphasis on hidden psychologic motivation, 
with the resultant minimizing of physiologic and environmental factors. 

This article analyzes the interrelated factors in home accidents; . 
evaluates the effect of sex, age, time of day and week, place in the home, 
and activity on incidence; and considers the relative importance of a pre- 
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existing disability, acute alcoholism, and accident proneness. Another 
objective was the determination of the relation of home accidents to holi- 
days and week ends. 

The kitchen was the most common place for an accident in the home, 
followed in order by the stairs, the bedroom, and the yard. In other studies 
of fatal home accidents, it has been shown that the bedroom, the yard, and 
the kitchen were, respectively, involved. The bathroom, which has re- 
ceived a large amount of publicity, was relatively unimportant. These data 
are in contrast to those of Roberts, who showed that 54.1% occurred outside 
the house. Here, only 24% could be considered as occurring outside the 
house. 

Falls were numerically the most frequent of disabling injuries in this 
study, as well as in all other surveys. Falls were most frequent in the two 
extreme age limits, particularly in elderly persons. Elderly women were 
most susceptible to falls. There was no predilection for the time of year. 
Falls tended to increase in the afternoon and evening. By far the most 
common disabling result was a fracture in and about the hip joint. The in- 
side stairs were the most likely place in the home for the fall to occur, 
being followed in frequency by the bedroom and the outside stairs. 

Burns in adults occurred most frequently in the bedroom or the kitchen, 
whereas those in children most often took place in the kitchen or, secondly, 
in the yard. In the pediatric age groups, boys outnumbered girls 14 to 6. 
Fourteen of the twenty burns in this group occurred in children 4 years of 
age or under. Seven of the burns were scalds, and 13 were due to flame. 
The most common story was the spilling of a hot liquid, such as coffee, 
boiling water, or milk, from a pan on the stove. Below 2 years of age, 
upsetting of hot fluids was more common, whereas in older children burning 
of clothing was more frequent. 

Poisoning in adults was almost always deliberate. Because suicide 
attempts were not considered accidental but deliberate, only 3 cases of 
adult poisoning are included. These were associated with accidental over- 
dosage of some medication. 

Only 5 of the 27 children who were poisoned were over 2 years of age, 
15 of the 27 cases occurring between 16 and 24 months of age. Most of the 
children were engaged in some form of play at the time of the accident. 
Half the poisonings occurred in the kitchen, and half in the bedroom, the 
bathroom, and the living room. Accidental poisonings in children showed 
a tendency to occur in the late afternoon and evening. Only 9 of the 27 poi- 
sonings occurred before 3 p. m. 

It is interesting that some older person was present at the time of the 
ingestion of poison by 9 children. In 13 of the 21 cases there was a history 
of ingestion from a previously open container. A typical story was that of 
an 18 -month-old boy who drank kerosene from an open can lying on the 
floor in the kitchen beside the stove. 
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Certain aspects of the results deserve additional comment. The con- 
trast between the data of Roberts and those of this study in the frequency of 
accidents in the yard may be related to the colder weather in Minnesota. 
In Massachusetts the mean temperature is higher, and consequently there 
is more activity outdoors. 

The increasing number of accidents during the course of the day may 
have been related to increasing fatigue. A fatigue factor, demonstrated in 
industrial and automobile accidents, is suggested to explain this variation 
in home accidents. In the pediatric age group, it cannot be ascertained 
whether the child or the parent was tired. 

The large number of patients with concomitant acute alcoholism prob- 
ably reflects in part the municipal nature of the Minneapolis General Hospi- 
tal, A comparison of the number of patients with acute alcoholism, pre- 
existing disability, and a past history of previous accidents suggests that 
acute alcoholism and pre-existing disability are important factors in the 
background of home accidents. 

The frequency of kerosene and fuel-oil poisonings may be related to 
the economic level from which the patients come and to the latent respira- 
tory effects of kerosene poisoning, which neces sitate careful observation. 

Specific recommendations based on this study may be made. The im- 
portance of emphasis on the preschool child is apparent. The older woman 
and the person with pre-existing disability should also be given attention. 
The use of afternoon rest periods in the older person may be a preventive 
measure for home accidents. The large number of falls that occurred while 
the patients were around the bed suggest the placing of chairs, dressers, or 
railings beside the bed of the aged and disabled to give them support. 

Many of the preventive efforts for poisonings at present apply to adults. 
This survey suggests the infrequency of accidental adult poisonings and the 
need for emphasis in the child under 2 years of age. From the large num- 
ber of kerosene poisonings, continued emphasis on the placing of these con- 
tainers beyond the reach of children is necessary. 

The need for further work in statistical studies of home accidents is 
apparent. The variation of accidents by day and month, the effect of the 
time of day on poisonings, and the relation of sex in pediatric accidents 
deserve the collection and evaluation of more data. {New England J. Med. , 
May 14, 1953, J.J. DeCosse) 

?p r\i 5'? tj< ifc r£ 

Cardiac Aneurysms 

Over the years, cardiac ventricular aneurysms have attracted the 
attention of many students. The concept of the etiologic basis of this con- 
dition has undergone a process of evolution from early emphasis on syphilis 
as the chief cause to an understanding of myocardial infarction complicating 
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coronary arterial atherosclerosis as the main etiologic factor in a majority 
of instances. The original concept of such aneurysms indicated that they 
were rare and unusual, but this interpretation also has undergone revision 
and they are no longer considered oddities which are almost impossible to 
be diagnosed before death. The authors considered, therefore, that it would 
be of interest to study materials available to them in order to determine as 
much as possible the natural history and pathologic characteristics of cardiac 
aneurysms resulting from myocardial infarction. The authors have defined 
cardiac ventricular aneurysms as those defects in the ventricular wall which 
demonstrate a definite bulge in the external contour of the heart, together 
with a thinning of the affected region. 

The material used in this study included 40 hearts from the pathology 
registry of the Clinic. The necropsy protocols of the 40 patients were re- 
viewed for pertinent information. The clinical records were searched for 
historical evidence of myocardial infarction, hypertension, and symptoms 
or physical findings which might be attributed to the cardiac aneurysm in 
each case. The roentgenograms of 15 patients, including 23 studies, were 
available for re -examination. Electrocardiograms of 25 patients were re- 
viewed, 14 of whom had more than one set of tracings available. Determin- 
ation of the cause of death of each patient was made by an analysis of the 
history and necropsy findings. 

Cardiac aneurysms in the authors' group of patients were found to be 
located in three main regions: anterior, posterior, and lateral. Thirty- 
one aneurysms had a predominantly anterior location, involving the apex, 
anterior wall, and ventricular septum. In 26 of these specimens, a major 
degree of coronary atherosclerosis involved the anterior descending branch 
of the left coronary artery. In the remainder of the specimens there was 
major involvement of either the right coronary artery or the circumflex 
branch of the left coronary artery. Nine aneurysms were posteriorly lo- 
cated, involving the posterior wall and ventricular septum. Among the 
posterior aneurysms, major involvement with severe atherosclerosis was 
almost equally divided among all three main coronary arterial trunks. Two 
aneurysms had predominantly lateral location; in these the anterior des- 
cending and circumflex branches of the left coronary artery, respectively, 
were involved by severe atherosclerosis. Two specimens presented 2 
aneurysms each: 1 evidenced by both anterior and lateral bulges, and the 
other by anterior and apical bulges. 

Sixty- seven percent of the authors' patients with cardiac aneurysm 
were men; their ages ranged from 37 to 85 years, with a median of 63 and 
an average of 57.7. Women made up 3 3% of the cases; their ages ranged 
from 41 to 80 years, with a median of 70 and an average of 69. 

Excellent reviews of the subject of cardiac aneurysms are to be found 
in the literature. One of the facets of the problem which warrants further 
study is the role of anticoagulants. In the authors' group of patients, only 
2 had been treated with dicumarol and 1 had been treated with heparin during 
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the acute postinfarction period. Because of the small number so treated, 
no valid conclusions of the effect of these agents should be drawn. Further 
observations in a sufficient number of cases to warrant valid conclusions 
must be acquired in future years. Electrocardiographic reports of pre- 
ceding myocardial infarction still represent one of the more common hints 
that such a condition as ventricular aneurysm might exist. The association 
of a persistent S-T segmental elevation across several unipolar precordial 
leads with an old transmural anterior myocardial infarct, in the absence of 
recent acute myocardial infarction or cardiac pain can be predicted from a 
concept of electrocardiographic vectors. Subendocardial injury may cause 
a depression of the S-T segment in unipolar precordial leads over the affected 
area; from this, it has been concluded that the interposition of an electrically 
inactive tissue, such as the thin fibrous connective -tissue wall of a cardiac 
aneurysm, would permit the "cavity potential" originating in the opposite 
wall of the ventricle to be recorded. The "cavity potential" would be mani- 
fest as a Q-S complex in the appropriate precordial leads, with an elevated 
S-T segment if there were during systole, an injury effect resulting in partial 
depolarization (or exceedingly rapid repolarization) of the endocardial por- 
tion of the opposite wall. The S-T segments of precordial electrocardio- 
grams having a Q-S, negative T configuration have been noted to be elevated 
by hypoxemia and by digitalis. 

From this study it is concluded (a) that cardiac aneurysms generally 
are associated with a severe degree of atherosclerosis of the anterior des- 
cending branch of the left coronary artery, (b) that the course of the disease 
is that of the complications associated with atherosclerotic cardiovascular 
disease, with a high incidence of congestive heart failure as a cause of death, 
and (c) that the condition may be diagnosed before death, especially with the 
aid of careful roentgenologic examination, and in anteriorly located aneurysms 
by adequate electrocardiographic exploration of the precordium. (Proc. Staff 
Meet. , Mayo Clin. , May 6, 1953, W. S. Phares, J. E. Edwards, and H. B, 
Burchell) 

% s|; >;s sfe a£r s{s 

Variants of "March Hemoglobinuria" 

The clinical syndrome of "march hemoglobinuria" is characterized by 
hemoglobinemia and hemoglobinuria in certain young adult males following 
marching or running. 

The syndrome has almost always been related to exercise performed 
in the erect posture. The presence of a lumbar lordosis or the assumption 
of a lordotic posture during the exercise has been found to be a contributory 
factor in many of these cases. Spectroscopic studies of the urine after, exer- 
cise, have shown that the brownish-red color is due to the presence of oxy- 
hemoglobin. Rarely have significant numbers of red blood cells been seen. 
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Recently the authors studied, two patients who presented variations of 
this syndrome. The disturbance in one of the patients was unusual in that 
he developed hemoglobinuria following exercise in the horizontal position. 
The other's disease was remarkable in that large numbers of intact red blood 
cells were found in the urine concurrently with the free hemoglobin. 

The physiologic basis of this mild form of hemolytic process is un- 
known, although the relationship to exercise in the erect posture has been 
previously well established. Certain types of exercise in the erect posture, 
such as wood chopping and arm exercises which involve an energy expendi- 
ture equal to, or greater than, that which would otherwise cause the syn- 
drome by marching, have been found to have no effect on these patients. 
One exception was a patient reported by Witts, who had hemoglobinuria 
after bicycling as well as marching. One patient is also mentioned by 
Fleming, in whom the syndrome developed following crawling through an 
infiltration course in the prone position, as well as after marching. 

A relationship between the syndrome and the presence of lumbar lor- 
dosis has been postulated in view of the fact that lordosis has been found to 
be a common structural deformity in these cases. In those in whom it can 
not be demonstrated by roentgenology, it has been suggested that they may 
assume an abnormal posture which exaggerates the lumbar curve during the 
erect exercises. In two cases the obliteration of the lumbar curve and the 
production of a slight kyphosis by the application of a kyphotic body cast 
prevented the development of hemoglobinuria after an amount of exercise 
which would otherwise have produced an attack. The kyphotic body cast not 
only prevented the appearance of hemoglobinuria after exercise but also pre- 
vented an increase in the plasma hemoglobin, which could otherwise be 
demonstrated in all of these cases. The first patient developed hemoglo- 
binuria only after exercise in the horizontal position, such as swimming 
and crawling. Marching, running, and other forms of exertion in the erect 
position did not cause the syndrome. A lordotic body cast worn during a 
forced march had no further effect in inducing the syndrome in this patient. 
The wearing of a special kyphotic body cast failed to prevent the develop- 
ment of the syndrome during the performance of exercise in the horizontal 
position. The mechanism by which lordosis contributes to the hemolysis 
is not understood, as local hemolysis in the renal vascular system due to 
"passive congestion" cannot be demonstrated. However, that there is a 
lowered renal threshold to the hemoglobin in these cases seems to have been 
fairly well established by the observation that the excretion of intravenously 
injected hemoglobin in solution occurs at lower plasma levels in patients 
with this syndrome than in normal persons. The authors' first case sug- 
gests that exercises in the erect posture and the lordotic position are not 
necessary features of the syndrome as previously described. The case 
which Witts described also could not easily have assumed a lordotic posi- 
tion while bicycling. (Am. J. M. Sc., May 1953, Capt. B. H. Chaiken, MC, 
USAR; Capt. E.J. Whalen, MC, USAR; N. Learner; and N. J. Smith) 
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The Diagno sis of Cardiospasm 

Cardiospasm, or achalasia, is a nonorganic stenosis of the lower end 
of the esophagus. This condition must be distinguished from esophageal 
spasm (diffuse spasm) and reflex spasm at the cardia. During a 12-year 
period, 601 patients with cardiospasm were seen and treated at the Mayo 
Clinic. There were 327 males and 274 females. The patients varied in age 
from 2 to 88 years. There were 17 children included in the group who were 
less than 15 years of age. 

The symptoms of cardiospasm are obstruction to swallowing, regurgi- 
tation, and pain. Although obstruction and regurgitation were common 
symptoms, pain occurred in only 29% of the cases. Hemorrhage from the 
esophagus occurred in 2.5%. Pulmonary complications of cardiospasm were 
recognized in 10% of the entire group and are reported elsewhere. 

The most important diagnostic procedure in these cases was the roent- 
genologic examination. The roentgenoscopic diagnosis is based on observa- 
tion of a barium-filled esophagus. A number of roentgenologic observations 
are necessary for the diagnosis of cardiospasm. These are as follows: (a) 
the outline of the constricted segment at the cardia; (b) the degree of ob- 
struction at the cardia; (c) the extent of the enlargement or dilatation of the 
esophagus above the constricted segment; (d) the length and course of the 
esophagus; (e) evidence of retained food and fluid within the esophagus; and 
(f) alterations in the muscular activity of the esophagus. 

From a roentgenologic point of view, cardiospasm may be divided into 
four stages based on the degree of dilatation of the esophagus. Stage 1 is 
essentially a normal-appearing esophagus but with evidence of obstruction 
at the cardia. Diagnosis is often difficult at this stage. Stages 2, 3, and 4 
represent advancing degrees of dilatation. In general, it may be stated that 
the motility of the esophagus is increased during stages 1 and 2 and either 
reduced or absent in stages 3 and 4. The roentgenographs appearance of 
the esophagus after mechanical dilatations of the cardia deserves special 
comment. Some degree of motility is recovered by the esophagus and the 
appearance is similar to that noted in diffuse spasm. 

In the differential diagnosis of cardiospasm, carcinoma of the cardiac 
end of the stomach is the most important condition to be considered. At 
times carcinoma of the cardia may closely simulate cardiospasm. Esophago- 
scopy was performed 110 times in the authors' 601 cases. Seventy-two 
esophagoscopic examinations were done for diagnostic purposes and the rest 
were done to assist in the treatment. In the authors' experience, the pas- 
sage of sounds often has more diagnostic value than esophagoscopy. Diffuse 
spasm of the esophagus must likewise be differentiated from cardiospasm. 
It should be pointed out that cardiospasm and diffuse spasm may occur in 
the same patient. Although the coexistence of cardiospasm and megacolon 
has been reported commonly in South America, these diseases occurred 
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together only once in this series. The associated occurrence of esophageal 
diverticula, diaphragmatic hernias, and bulbar palsy in patients with cardio- 
spasm introduced interesting speculations as to the etiology of the condition. 

Degenerative changes in Auerbach's plexus are commonly demonstrated 
in patients who have had cardiospasm. The reas6n for these changes is not 
clear and the etiology of cardiospasm remains obscure. In the authors' 
opinion, it is probably not primarily a psychosomatic disease. It is impor- 
tant that the diagnosis of cardiospasm be made early, before the decompen- 
sated stages have set in. (Dis. Chest, May 1953, A.M. Olsen, C. B. Hol- 
man, and H. A. Andersen) 

The Hyperventilation Syndrome 



The hyperventilation syndrome is generally considered an acute, transi- 
tory episode characterized by gross hyperpnea and culminating in frank 
tetany. Because of its presumed low incidence and clinical insignificance, 
it has received scanty attention in the current literature and is virtually ig- 
nored by the standard medical texts. Recent observations at the University 
Hospital of the State University of Iowa College of Medicine suggest that, 
contrary to prevalent opinion, hyperventilation syndromes occur frequently, 
pursue a chronic, fluctuating course more often than one featuring brief, 
explosive attacks with asymptomatic intervals; present variegated, atypical 
clinical pictures, commonly attended by significant incapacitation; and may 
arise from either organic or psychogenic mechanisms, or combinations of 
both. 

The spectacular acute forms of this syndrome are easily recognized. 
When chronic patterns develop, various symptoms infrequently linked with 
the hyperventilation complex become increasingly prominent. In conse- 
quence, diagnosis is proportionately more difficult. To illustrate the wide- 
spread effects of prolonged overbreathing, a convenient grouping of the more 
common manifestations follows: 

1. Central neurovascular: faintness, dizziness, unsteadiness, impair- 
ment of concentration and memory, feelings of unreality and, infrequently, 
complete loss of consciousness. 

2. Peripheral neurovascular : numbness, tingling and coldness of the 
distal extremities, especially the hands, and often involving the face and 
perioral regions. 

3. Muscular: variable, usually diffuse, muscular spasm and myalgia, 
coarse tremors, twitching movements and, uncommonly, carpopedal spasm 
with generalized tetany. 

4. Respiratory : shortness of breath, tightness in or about the chest and, 
less impressive but equally significant, sighing respirations and excessive 
yawning . 
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5. Cardiac : palpitations, tachycardia, "skipped beats" and atypical 
chest pain. The chest pain is usually described as momentary, sharp 
twinges about or lateral to. the nipple, or as a more persistent, dull, aching 
pressure over the lower anterior thorax. 

6. Gastrointestinal: marked mouth dryness, dysphagia and distressing 
abdominal bloating, belching, and flatulence. 

7. Psychic: variable degrees of overt anxiety, tension, and apprehen- 
sion except in certain hysterical subjects, who display an inappropriate 
pseudocalmness. 

8. General: easy fatigability, diffuse weakness, insomnia, and chronic 
exhaustion. 

The hyperventilation syndrome is widely thought to have a psychogenic 
etiology. This is not always the case. Identical patterns have been observed 
secondary to central nervous system disorders such as encephalitis and 
drug encephalopathies. Acute attacks have occurred in healthy young men 
consequent to respiratory dysfunction during high-altitude flying; they may 
be precipitated, as well, in stable individuals as part of an intense emo- 
tional reaction. Organic disease in remote areas of the body has initiated 
hyperventilation mechanisms by reflex sensory stimulation. The author 
suspects, moreover, that psychogenic hyperventilation syndromes are 
superimposed upon organic illnesses far more frequently than is now recog- 
nized. The coexistence of these processes not only provides diagnostic and 
therapeutic problems but also results in mutually adverse effects. 

The reported cases portray some of the guises under which the hyper- 
ventilation syndrome may appear, and demonstrate the difficulty of delineating 
a characteristic clinical picture. Acute classic attacks are easily detected. 
The more frequent, chronic patterns, which masquerade behind symptoms 
referable to localized organs and systems, are less often recognized. The 
effects of chronic hyperventilation and impaired consciousness tend to com- 
plicate matters by further distorting, and rendering less valid, the per- 
plexing stories offered by these patients. 

The chief complaints generally suggest a cardiovascular, neurologic, 
or musculoskeletal process, although the occasional pseudocholecystic 
disease pattern is encountered. Careful inquiry will usually reveal the 
atypical nature and course of these presenting complaints, and at the same 
time disclose features indicative of a hyperventilation mechanism. Periph- 
eral and perioral paresthesias are the most consistent symptoms, and dis- 
ordered breathing, from simple sighing respirations to frank hyperpnea, 
the most common sign. Patients mention the paresthesias infrequently, and 
then only casually, and are characteristically oblivious to their disordered 
breathing. In contrast to the organic processes with which they may be con- 
fused, exacerbations of the hyperventilation syndrome tend to occur at rest, 
particularly at night or in the morning when the patient is just falling asleep 
or awakening. Some patients do correlate their complaints with exertion, 
but their attacks are generally found to arise after effort, not during it. 
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Patients with an organic hyperpnea tend to manifest recurring, acute hyper- 
ventilation attacks, whereas patients with organic disease and secondary 
psychogenic hyperventilation generally develop the more chronic course. 

Hyperventilation syndromes have been observed in conjunction with 
many organic states. Subjects with coronary, hypertensive, and rheumatic 
heart disease, pulmonary emphysema, bronchial asthma, and the Stokes- 
Adams syndrome are reported to be especially predisposed; and unexplained 
breathlessness in digitalized, compensated cardiacs has been frequently 
related to this mechanism. 

The true incidence of symptomatic hyperventilation is unknown but is 
possibly much greater than is now realized. The author strongly suspects 
that the pathophysiologic effects of sustained overbr eathing underlie some 
and, on occasion, all manifestations of many patients with so-called neuro- 
circulatory asthenia, cardiac neurosis, anxiety reaction, functional dyspep- 
sia, atypical fibromyositis , chronic nervous exhaustion, and the like. Valu- 
able diagnostic data will be derived from an evaluation of the effects of 
hyperventilation in all patients with atypical cardiorespiratory, neurovascu- 
lar, neuromuscular, and gastrointestinal syndromes. 

Concurrent organic disease obviously demands specific attention. 
Similarly, psychotherapy is the basic requisite for the psychogenic mani- 
festations. Few patients with this disorder are seen initially by a psychia- 
trist. In general, they are the responsibility of the nonpsychiatric physician, 
who must evaluate the problem and identify the underlying processes. When' 
a hyperventilation mechanism is suspected, the successful reproduction of 
the symptom-complex with induced overbreathing is of cardinal importance. 
To the patient this acute precipitation of the attack is both alarming and im- 
pressive, and its immediate termination with the paper bag technic is pro- 
portionately reassuring. The accompanying emotional catharsis provides 
him with considerable symptomatic relief, and, at the same time, furnishes 
the physician with significant insight into the related personal difficulties. 
This experience greatly strengthens the all-important doctor-patient rela- 
tionship. Furthermore, it demonstrates to the patient that his complaints 
are real, not imaginary, yet serves to convince him of their primary emo- 
tional basis. Suitable explanation and reassurance will enhance his under- 
standing of the benign nature of these symptoms and dissipate his fears of 
serious physical disease. This may be all that is necessary to enable the 
patient to consider and contend with his fundamental problems. The formu- 
lation and institution of rational therapy directed toward a realistic goal is 
now apparent. (Ann. Int. Med., May 1953, B.I. Lewis) 

* * * * }je * 

The printing of this publication has been approved by the Director of 
the Bureau of the Budget, June 23, 1952. 
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Maximum Breathing Capacity and the Saline Infusion Test 



With the widening scope of thoracic surgery there has been an increased 
effort toward finding a simple test or group of tests to adequately evaluate 
the respiratory and cardiac reserves of the preoperative patient. Although 
there are numerous procedures now available for studying the physiologic 
reserves of patients with cardiorespiratory diseases, most of these require 
special laboratory equipment and highly trained personnel. To date the only 
procedure recommended by the Sub-Committee on Pulmonary Function Tests 
of the American Trudeau Society as minimal requirements other than the 
conventional examinations, tests, and roentgenograms, is the determination 
of the maximum breathing capacity. 

To perform the maximum breathing capacity test a minimum of equip- 
ment is required. Extensive training of the patient is not necessary, and 
according to Gray and his associates maximum values are usually obtained 
after one practice effort. However, there are few data concerning the varia- 
bility in maximum breathing capacity in healthy individuals day by day over 
a period of months. According to Comroe normal figures obtained in differ- 
ent laboratories vary by as much as 32% according to the type of apparatus 
used and the resistance it offers to breathing. Because of the large standard 
deviation, a healthy person may deviate by as much as 25 to 35% of the mean 
group value; consequently, reduction in the maximum breathing capacity must 
be large to be significant. 

Caughy in 1935 and Richards and associates in 1937 recommended a 
saline infusion test for evaluating a patient's cardiac reserve. This proce- 
dure is relatively easy to perform while the patient is on the ward. It does 
not require special equipment. 

Because of the relative simplicity of the maximum breathing capacity 
test and the saline infusion test of Caughy, these were selected to be routine 
preoperative procedures on all patients, on the thoracic surgical service. 
The results of these tests are reported in this article. 

The maximum breathing capacity test was performed in the cardio- 
pulmonary function laboratory by trained technicians. The test was carried 
out with the patient in a sitting position using a specially designed high ve- 
locity — low resistance valve. The test was performed for a period of 30 
seconds, allowing the patient to choose his own frequency and tidal volume. 
The procedure was always repeated following a rest period of 20 minutes. 
Duplicate values within 5 liters of the maximum were required. The results 
were expressed in liters per minute. 

The saline infusion test was carried out as outlined by Caughy. An in- 
fusion of normal saline solution was started in an arm vein while the patient 
was lying in bed. The level of the chosen vein was so adjusted that it approxi- 
mated the level of the right auricle. Pulse, blood pressure, venous pressure, 
circulation time, respirations, vital capacity, and auscultation of the heart 
and lung fields were recorded. The saline solution was allowed to infuse at 
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the rate of 200 cc, per 5 minutes. Pulse, blood pressure, venous pressure, 
and respirations were observed and recorded every 5 minutes. At the end 
of 30 minutes the infusion was discontinued, the vital capacity and circula- 
tion time were again measured and auscultation of the chest was performed. 

Electrocardiograms were also taken preoperatively on all patients. 

One hundred consecutive patients admitted to the thoracic surgical 
service, on whom "open chest" operations were performed, were the sub- 
ject of this study. The only cases excluded were the surgical emergencies. 
The age range was from 16 to 74 years. The most frequent diagnosis was 
carcinoma of the bronchus which accounted for 34% of the cases. The most 
common operative procedures were exploratory thoracotomy, lobectomy, 
and pneumonectomy. These accounted for 30%, 26%, and 19% of the opera- 
tions, respectively. 

In evaluating tests such as the maximum breathing capacity and the 
saline infusion tests, it becomes paramount to consider each case separately 
regarding age, diagnosis, degree of pulmonary emphysema, sputum, opera- 
tive procedure (especially the amount of lung tissue removed, if any) et 
cetera. Although all of these factors were considered in evaluating each 
patient for surgery and also in drawing conclusions as to the worth of these 
two tests, only the collective results are considered in this article. 

In evaluating the ventilatory disability of the patient prior to an open 
chest operation the determination of the maximum breathing capacity proved 
a useful adjunct. Twenty of the twenty-one patients who experienced dyspnea 
at rest or on mild exercise, when examined 2 to 3 months postoperatively, 
had undergone a pneumonectomy or had a nonresectable cancer. 

The saline infusion test and the electrocardiogram proved of little aid 
in preoperative evaluation in this group of cases. Every patient with an ab- 
normal saline infusion test had a normal routine preoperative electrocardio- 
gram, and every patient with an abnormal electrocardiogram had a normal 
saline infusion test. One patient, who died on the fourth postoperative day 
of coronary artery thrombosis, had both a normal electrocardiogram and 
normal saline infusion test preoperatively. (J. Thoracic Surg. , May 1953, 
W. G. Gobbel, Jr., T. S. Reeve, A. Stranahan, and J. Hughes) 
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Change of Address 



Please forward requests for change of address for the News Letter to: 
Commanding Officer, U. S. Navy Medical School, National Naval Medical 
Center, Bethesda 14, Maryland, giving full name, rank, corps, and old and 
new addresses. 
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The Effect of Exercise on the 
Electroca rdiogram of Bundle Branch Block 

The diagnostic value of the electrocardiogram recorded after induced 
coronary artery insufficiency in patients with arteriosclerotic heart disease 
has been established. The technique of Master, employing the moderate 
exercise of the two-step test, is now widely used. It is a safe method, and 
the results are helpful in establishing the presence of arteriosclerotic heart 
disease with coronary insufficiency in doubtful diagnostic problems. Like- 
wise, the "anoxemia test" of Levy and associates is a valuable method though 
less widely used. 

There is little reference to the effect of exercise on the electrocardio- 
gram of bundle branch block, either in the normal person or in the patient 
during angina of exercise or of anoxemia. Several observers have published 
records of bundle branch block occurring during anginal seizures. Bousfield 
reported a case of syphilitic aortitis in which during a short anginal attack 
right bundle branch block occurred, but disappeared with cessation of the 
pain. Arrilaga said that during pain bundle branch block was observed 
which disappeared when the pain ceased. Twiss and Sokolow also demon- 
strated the appearance of bundle branch block in a positive test. Parkinson 
and Bedford published an electrocardiogram of right bundle branch block 
{in a case of old posterior infarction). The electrocardiographic evidence 
of the posterior infarction was augmented during the pain. Levy and asso- 
ciates published an electrocardiogram made during an anoxemia test of a 
patient with right bundle branch block. The test was positive, showing 
striking depression of the S-T segment in Lead IV. Post-mortem exam- 
ination showed narrowing of the left circumflex artery and widespread 
fibrosis of the posterior wall of the left ventricle. While these records 
have been presented and described, there has been no systematic study as 
to the effect of exercise or of anoxemia on the electrocardiogram of bundle 
branch block. 

The present study was undertaken to evaluate the exercise test in pa- 
tients who exhibit bundle branch block in the control electrocardiogram. 

A total of 56 patients were studied. Of these the electrocardiograms 
at rest exhibited the following: right bundle branch block in 27 patients, in- 
complete right bundle branch block in 6, left bundle branch block in 20, and 
Wolff-Parkinson- White syndrome in 3 patients. 

Of 27 patients with right bundle branch block, 4 showed a positive test; 
only 2 of the 4 positive reactors had definite evidence of heart disease, while 
6 patients with arteriosclerotic heart disease had negative tests. Of 6 patients 
with incomplete right bundle branch block only 1 had arteriosclerotic heart 
disease and the exercise test was positive in this case. Of 20 patients with 
left bundle branch block 7 showed positive tests, while 5 others with arterio- 
sclerotic heart disease had negative tests. All 3 patients with Wolff -Parkin- 
son-White syndrome had positive tests, despite the absence of other clinical 
evidence of heart disease in 2, 
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The exercise test was pobitive in approximately 50% of patients with 
arteriosclerotic heart disease and complete bundle branch block. Pre- 
sumably false positives occurred in 2 patients with right bundle branch block 
and in 2 with the Wolff -Parkinson- White syndrome, indicating a possible 
hazard in the evaluation of the effect of exercise in the presence of aberrant 
conduction. (Am. Heart J. , May 1953, H. Feil and B. L. Brofman) 

* * $ Jjf 3|c $ 

The Use of a Cation-Anion Exchange Resin in the Contro l of 
Edema and Excessive Weight Gain in Prenat al 

Patients 

The history, rationale, chemistry, and mode of action of the ion ex- 
change resins in the management of edema in various pathologic states, 
including congestive heart failure, cirrhosis of the liver, and hypertension, 
have been previously reported. Scanty information exists, however, on the 
use of ion exchange resins in the control of edema and resultant excessive 
weight gain so commonly seen during the last trimester in the prenatal pa- 
tient. 

This article critically evaluates the efficacy of a cation-anion exchange 
resin in the control of edema and excessive weight gain in prenatal patients, 
who, while 'on the resins, were allowed a more liberal salt intake (about 5 
gm. ) and approximately 1,500 to 1,800 calories daily, as opposed to the 
standard methods utilized in this clinic for weight gain control, which in- 
cluded a 1,030 calorie diet with salt restriction to 3.0 gm. or less. In the 
authors' experience adherence to the 1,030 calorie diet with rigid salt re- 
striction has proved to be generally unsatisfactory during pregnancy, except 
for brief periods of time. 

Previously reported studies involving the use of cation exchange resins 
provide a new rationale in the control and treatment of sodium retention with 
its resultant edema and excessive weight gain. The resins interfere with the 
absorption of cations (sodium, potassium, magnesium, and calcium) or 
anions, as the case may be, from the gastrointestinal tract. In addition, it 
is evident that these products may block the reabsorption of considerable 
amounts of extravascular cations known to be secreted into the gastrointesti- 
nal tract. Once these cations enter into combination with the exchange resins 
they become transiently inabsorbable and are removed from the body via the 
stool. As this process is a nonselective one, other cations than sodium are 
removed from the body, which may result in an accompanying undesired 
negative balance of other cations in association with the desired negative 
sodium balance. Hypokalemia is the most frequent of such complications 
encountered. However, this problem may be anticipated or corrected by 
potassium replacement therapy in conjunction with the resin administration. 
Also to be considered in exchange resin therapy is the possibility of excessive 
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salt depletion developing with its attendant acidosis. An excellent review of 
the dangers in exchange resin therapy may be found in the article by Dock 
and Frank. 

« Carbo-Re.sin (a mixture of 12% anion, 29% potassium, and 59% hydro- 

gen resin) was administered to 16 hospitalized and 32 outpatient prenatal 
patients exhibiting edema and/ or excessive weight gain during the last tri- 
mester of pregnancy. 

Utilizing the anion-cation exchange resin it was possible to reduce or 
eliminate the edema so commonly found in the prenatal patient, after estab- 
lished methods, short of hospitalization on liquid diets and bed rest and 
treatment with diuretics, had produced little or no result. The authors* 
findings indicate that the Carbo-Resin is more effective in the reduction of 
peripheral edema (with a relatively increased salt ingestion) than in the 
control of excessive weight gain in the prenatal patient. In the former in- 
stance, the clinical results were uniformly excellent, although weight loss 
did not always accompany reduction of edema. 

Prolonged administration of the exchange resins requires a diet ade- 
quate in potassium content, with serial electrocardiography and repeated 
blood chemistry determinations. However, for short-term dosage (not 
exceeding 5 days in the authors' series) it may be given safely. For longer 
periods of therapy it is believed that supplemental oral potassium therapy 
should be administered in conjunction with the exchange resins. Electro- 
cardiography was considered most important in monitoring any severe fluc- 
tuations in potassium levels. 

The exchange resins should not be used in patients with severe renal 
tubular impairment unless they can be followed with adequate laboratory 
work in the hospital. 

The efficacy of the exchange resins was found to be directly propor- 
tional to the frequency of bowel movements. Care should be taken to ensure 
adequate bowel evacuation while the exchange resins are being administered. 
(Am. J. Obst. & Gynec. , May 1953, LT J.P. Baker (MC) USNR, LT J.J. 
Lehman (MSG) USNR, LT H. A. Claiborne (MC) USNR, and CDR W. S. 
Baker, Jr. (MC) USN) 

****** 
Primary Tum ors of the Retroperitoneum 

The majority of retroperitoneal tumors remain undetected until too 
late for adequate treatment. Because such neoplasms are not uncommon, 
it is important to emphasize significant clinical symptoms and objective 
signs as aids in early diagnosis. The pathologic classification, rate of 
growth, and degree of malignancy of retroperitoneal masses are not gener- 
ally known, and need to be clarified. With the foregoing considerations in 
mind, the author presents a study of 162 cases of primary retroperitoneal 
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tumors, obtained from the files of the Squier Urological Clinic, and Pres- 
byterian and Babies Hospitals of New York. 

The clinically silent retroperitoneum is an ideal site for unhampered 
growth of tumor cells. The posterior abdominal wall offers a solid bar- 
rier to expanding retroperitoneal masses, but the soft abdominal viscera 
anteriorly, and some of the neighboring retroperitoneal organs sagitally, 
"move over and make room. " Retroperitoneal tumors can, therefore, at- 
tain an enormous size without causing significant symptoms. 

When a retroperitoneal neoplasm begins to compress, obstruct, or 
grow into an organ or structure, significant complaints develop. The symp- 
toms depend on the site of origin and direction of spread of a retroperitoneal 
mass. Masses arising in the upper part of the retroperitoneum on the right 
side may cause symptoms that resemble those of disease of the gallbladder, 
liver, kidney, or adrenal gland; arising on the left side, they may cause 
complaints suggestive of peptic or duodenal ulcer, splenic disorder, dis- 
ease of the adrenal gland, et cetera. Masses arising in the lower portion 
of the retroperitoneum on the right side may cause complaints suggestive 
of appendicitis, colitis, ileitis, ureteral block, adnexal disease, et cetera; 
on the left, they may cause complaints suggestive of diverticulitis, ob- 
structions of the descending colon, ureteral block, adnexal disease, et 
cetera. Masses in the upper part of the midretroperitoneum may suggest 
pancreatic or duodenal pathologic change, and those in the lower midretro- 
peritoneum may simulate vesical or uterine disorders. Troublesome en- 
larged hemorrhoids and rectal tenesmus are prominent symptoms in patients 
with presacral neoplasms. 

The discovery of an abdominal mass is the most frequent single sign. 
The mass is usually nontender. A fixed, hard mass suggests malignancy; 
a soft or tense ballotable one may be a benign neoplasm or cyst. The tumor 
tends to be vague and indefinable if the patient is obese or if the mass itself 
is small or deep-seated. 

Pain in the early stages is vague and is usually described as "backache, 
"a tired feeling, " "discomfort, " "a dragging sensation, " or "a bloated feel- 
ing. " Later it tends to become severe, radicular, and unbearable. 

Other late symptoms are ascites , dilation of the abdominal veins, edema 
of one or both lower extremities, pronounced gastrointestinal or urinary dis- 
turbances, partial or complete ileus, hemorrhage, fever, anorexia, loss of 
weight, et cetera. 

Patients suspected of having a retroperitoneal tumor should be investi- 
gated along the following lines: (a) Gastrointestinal and barium enema roent- 
gen studies should be performed to locate and delineate possible displacement 
distortions, obstructions, et cetera, (b) Intravenous and retrograde uro- 
graphic studies are needed to demonstrate possible displacements of the 
ureter and/or kidney or compression of the bladder. The ureter is the 
"pointer" of the retroperitoneum. Study of the direction and extent of its 
displacement aids in locating and partly outlining a retroperitoneal mass. 
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The ureter is also the "weathervane" of the r etroperitoneum : displacement 
without distortion of the lumen occurs with benign tumors, cysts, or early- 
malignant tumors. Narrowing, distortion, or complete obliteration of the 
ureteral lumen occurs with invasive tumors. Displacement of the. kidney 
without distortion or hydronephrosis suggests a benign or early malignant 
lesion, whereas dilatation, distortion, or obliteration of the calyces sug- 
gests invasive malignant disease. Poor excretion of dye, or none occurs 
in cases of advanced renal or ureteral involvement by a retroperitoneal 
malignant tumor. 

The employment of presacral aerograms is directed toward producing 
retroperitoneal "emphysema" in order to obtain a better roentgenographic 
contrast between the dense and less dense retroperitoneal bodies. The air 
outlines small or moderate-sized tumors clearly, but very large ones usu- 
ally block the upward spread. {J. Internat. Coll. Surgeons, Apr. 1953, 
M. M. Melicow) 
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Septic Arthritis and Osteomyelitis in Infancy 

Six cases of septic osteomyelitis and arthritis in infancy are reported, 
4 males and 2 females. Four of these occurred in the neonatal period, and 
the other 2 were under 8 months of age. Four of the patients were followed 
for 3 years, and these showed excellent functional recovery. 

Four patients were admitted with a painful, red swelling of the affected 
part in an otherwise apparently well child. One patient had had a pyrexia of 
4 days' duration before the appearance of the swelling, and 1 had pseudoparal- 
ysis of the affected limb. In this case, the swelling became apparent some 
days later. The lesion was always situated in the vicinity of a joint, or in 
the joint itself. Three infants had a single lesion, 2 had double lesions, and 
1 had 3 affected areas. The left knee was involved 3 times, the right wrist 
2, and the right elbow, right knee, left elbow, left middle finger, and left 
shoulder once each. The authors could find no portal of entry for the in- 
fection and there was only minimal constitutional disturbance in all, though 
4 infants had fever. The parts affected were extremely tender in every 
patient. Anemia was present in 4 patients and well-marked leukocytosis 
was also present in 4 patients, the highest leukocyte count reaching a level 
of 45,000 per cu. mm. Pus was aspirated in 4 cases, and cultivation 
yielded hemolytic streptococcus in 1 and Staphylococcus aureus in another. 
No organisms were found in the other cases. Intramuscular penicillin 
therapy was instituted in all with the addition of local instillation of peni- 
cillin in 2 cases. There were no fatalities and no chronic sinuses developed. 
Hospitalization varied from 25 to 40 days. 

Soft tissue swelling was present in every case at the time of the first 
radiological examination, but edema of the musculosubcutaneous plane was 
present only in 2 cases. Only 2 cases showed destruction of bone and at 3 



Medical News Letter, Vol. 21, No. 11 



19 



of the sites of infection there was no direct evidence of bone involvement. 
In every case the joints were involved, in some without evidence of bone 
involvement. 

The follow-up studies were not unusual. Two patients had enlargement 
of epiphyses, due to hyperemia, while 2 had a slight aberration of growth, 
manifest by coarsening and irregularity of the trabecular structure and de- 
formity of the bones. 

The infection is said to be blood-borne and the multiplicity of lesions 
in several cases supports this. The absence of trauma or of any obvious 
source of infection favors the view that the illness started as a mild bac- 
teremia. The mildness of the bacteremia is illustrated by the minimal 
constitutional effects found in this series. The prognosis with early treat- 
ment is good, but in untreated patients it is extremely bad with a high 
mortality or late severe deformities. (J. Pediat. , May 1953, S. Heymann, 
LKessel, H, Jackson, S.N. Javett, and J. L. Braudo, Johannesburg, South 
Africa) 

****** 
Tryptar in the Treatment of Infected Wounds 



Tryptar, pure sterile crystalline trypsin, has been reported to be re- 
markably effective in the debridement of infected necrotic w.ounds and in the 
treatment of fibrinopurulent empyema. The enzyme is derived from mam- 
malian pancreatic glands, is stable indefinitely in dry form at room tempera-, 
ture and is active over a pH range of 5 to 8, exhibiting its greatest activity 
at a pH of 7. The products of digestion are small polypeptides and some 
amino acids. When the powder is diluted in Sorensen's phosphate buffer 
solution, Tryptar solution loses approximately 40 to 50% of its proteolytic 
activity in 3 hours. The solution, there'fore, must be freshly prepared 
before each use. 

Because Tryptar is effective over a pH range of 5 to 8, it is advisable 
when using the powder either to determine the pH of the wound with nitrazine 
paper before treatment is started, or previously to irrigate the infected area 
with Sorensen's phosphate buffer solution for several minutes in order to 
assure a proper pH for maximal tryptic activity. 

Tryptar can be applied to the area under treatment in a number of ways 
depending on the anatomic location of the lesion and the ingenuity of the sur- 
geon. The powder may be sprayed on the wound with a powder blower or may 
be sprinkled on the wound directly from the vial. The solution can be applied 
as a wet dressing,' by irrigation, or by instillation. Most of the patients 
reported in this article were treated by direct application of an ointment to 
the affected area, a method of application of the drug not reported previously. 
The use of an ointment prevents loss of enzyme on a superficial wound, such 
as mechanical washing away of the powder by the serum and evaporation of 
the solution. Tryptar, dissolved in 20 cc. of Sorensen's phosphate buffer 
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solution, was suspended in 50 cc. of Lubafax, a water-soluble base. When 
stored in a refrigerator, Tryptar in Lubafax is stable for 2 days, as shown 
by spreading the ointment on roentgen film and noting the digestion of the 
gelatin thereon. Development of the film in the usual manner causes a 
precipitate of silver around the area of digestion. Trypsin digestion is 
shown as a clear spot on the film. 

Tryptar, as used on 19 patients with infection, proved a valuable aid 
in treatment. The enzyme cannot be considered a substitute for careful 
surgical therapy, and when the drug is used the surgeon must endeavor to 
arrange the local wound environment, if possible, to permit maximal action. 
Because the action of Tryptar is optimal at or near body temperature, it 
may be advisable to apply external heat when the enzyme is used in wet 
dres sings . 

When Tryptar was applied topically, a mild burning sensation was 
noted by some of the patients; injury to normal tissue was not observed. 
Although trypsin has been considered antigenic, allergic responses to 
Tryptar were not observed. The action of Tryptar is enhanced if free 
drainage of the infection is provided. Sinuses and fistulas leading to locu- 
lated cavities must be opened, attempts to inject the enzyme into the locu- 
lations will not give optimal results. 

Tryptar changes thick, viscid exudate into a thin, fluid material, and 
if adequate provision for drainage has been made the pus can easily be re- 
moved from the wound. The removal of thick, purulent exudate permits 
not only better phagocytosis but also better penetration of the recesses of 
the wound by chemotherapeutic or antibiotic agents given orally or system- 
ically. 

Tryptar in the concentrations used does not injure living cells and does 
not produce ecchymoses, hematomas, or petechiae after topical application. 
Tryptar injected through catheters in one case did not cause hemorrhage 
and did not interfere with healing of the wound. 

The catheters provide a method of putting the active agent where it is 
needed most. A dead space in which clotted blood and serum accumulate 
is usually present in pilonidal cysts in spite of meticulous surgery, and 
these accumulations are good media for bacterial growth. Tryptar will 
liquefy this thick fluid, thus permitting easy aspiration by air vent suction 
and obliteration of the dead space. The sulfonamides or antibiotics may be 
given orally or systemically at the same time that Tryptar is administered 
topically. If chemotherapy or antibiotic therapy is indicated, adequate 
doses of the chosen agent should be administered concomitantly with Tryptar. 

Tryptar will not heal the ulcers associated with peripheral vascular 
disease if the blood supply to the part is not adequate. The control of in- 
fection by Tryptar may permit healing if the blood supply is adequate. 
(Postgraduate Medicine, May 1953, J. M. Miller, B. H. White, and P. H. 
Long) 
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The Surgical Management of F riedreich's Ataxia 

This study attempts to evaluate the role of surgery in the management 
of Friedreich's ataxia. It includes 45 patients with musculoskeletal disa- 
bilities arising from this disease who received surgical treatment at the New 
York Orthopaedic Hospital. 

The onset of Friedreich's ataxia usually occurs in childhood or adoles- 
cence. The main symptom is ataxia of the lower limbs, commonly associated 
with foot deformity. Usually there is a loss of kinesthetic sensibility in the 
lower limbs. Ankie jerks disappear and later the knee reflexes also disap- 
pear. There is a positive Babinski plantar response, and nystagmus is 
common. Progress of the disease is slow and steady; ataxia of the upper 
limbs, intention tremor, and scanning speech may develop, and a marked 
general hypotonia is noted. By the age of 30 the patient is often incapaci- 
tated. As a result of paralysis, muscle weakness, and deformity, he be- 
comes bedridden. Death from intercurrent disease frequently occurs in the 
fourth decade of life. 

Sporadic instances have been found and atypical forms are fairly com- 
mon. A case otherwise typical may, for example, show only unilateral foot 
defect. Abortive forms occur in which there is no progressive involvement. 
The Roussy-Levy syndrome, consisting of familial claw-foot with absence 
of deep tendon reflexes, may be considered either as an abortive form of 
Friedreich's ataxia or as a forme fruste of Charcot-Marie-Tooth peroneal 
muscular atrophy. Roth has reported cases in which a direct and familial 
connection between Friedreich's ataxia and peroneal muscular atrophy was 
established. The many transitional forms which lie between the borderlands 
of the two diseases render exact classification difficult. Doubtful or mar- 
ginal cases were not included in this study. 

The essential pathologic change is a degeneration, of unknown origin, 
occurring in the posterior and caudal regions of the spinal cord. The por- 
tions involved are the columns of Goll and of Clarke, and the pyramidal and 
dorsal spinocerebellar tracts. In addition, there maybe degeneration of 
the anterior horn cells. The degenerated areas are gradually replaced by 
secondary glial tissue. 

Over a 20-year period a total of 152 cases of Friedreich's ataxia were 
diagnosed. Operation was advised in 52. All these patients were ambula- 
tory and their deformity was correctable. Of this number, 5 refused opera- 
tion, and 2 must be excluded because of diagnostic error, discovered later. 
Forty-five patients therefore remain for study, 21 males and 24 females. 

The clinical picture showed one or more complaints, of which the most 
frequent were falling easily, stumbling, clumsiness, and awkwardness of 
gait. This usually was noticed first by parents or teachers. The patient 
was prone to frequent twisting of the ankles, early foot fatigue, and diffi- 
culty in obtaining comfortable shoes. Parents observed that their children's 
shoes wore our rapidly and easily became misshapen. Progressive foot 
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deformity was a common symptom and was of an insidious nature. The 
average age at the time of admission was approximately 13 years; patients 
who complained principally of painful feet, however, fell into an older 
group whose average age at admission was 20 years. 

Full functional activity was enjoyed by 22 of the 34 patients. Most 
of these patients avoided athletic activities, but were not otherwise re- 
stricted, and many lead full and useful lives. 

Improvement, but with moderate restriction of activities, was shown 
in 8 cases. As a result of operation, these patients now have improved gait, 
increased mobility, and widened activities, but they are restricted by ataxia 
and muscle weakness. 

One patient, 5 years after bilateral triple arthrodesis, hecame bed- 
ridden and has since remained so. Another, 9 years after operation, is 
housebound because of general muscle weakness and ataxia. The two cases 
of functional failure are described. 

It is emphasized that the general reluctance to undertake surgical cor- 
rection of deformity is unjustified; that the risks involved are no greater 
than in other cases presenting similar deformities; and that the correction 
of the deformity has a markedly beneficial effect on the ataxia. (J. Bone & 
Joint Surg. , Apr. 1953, M. Makin, Jerusalem, Israel) 

Solitary Pelvic Kidney 



This article reports a case of solitary pelvic kidney and evaluates 
from a surgical, obstetric, and urologic standpoint all cases reported in 
the literature. Solitary pelvic kidney is a rare enough condition to warrant 
report of another case. It has been estimated by Stevens that a solitary 
pelvic kidney occurs once in 22,000 persons. A review of the available 
world literature through February 1952 reveals only 73 reported cases. The 
case presented here, therefore, is the seventy-fourth. 

The solitary pelvic kidney is a rare anomaly which is associated with 
a high incidence of genital abnormalities in the female. It is highly suscep- 
tible to disease; 45.6% of the 74 collected cases had urologic complications. 
The correct clinical diagnosis of solitary pelvic kidney was made in only 
42% of the 74 cases. 

Early detection of this anomaly is important if proper management is 
to be employed. Of diagnostic aid in discovering the anomaly are: (a) uro- 
logic investigation of patients with abnormal results of urinalysis , particu- 
larly blood or pus and infection in the sediment of a properly collected urine 
specimen, (b) Complete systemic examination including intravenous pyelog- 
raphy of a patient with any congenital anomaly, (c) Suspicion of an associated 
anomaly of the upper urinary tract in any patient with a genital abnormality. 
A specific search for a solitary kidney should always be made in any patient 
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with absence of the vagina, (d) Consideration of a pelvic kidney in the dif- 
ferential diagnosis of those patients with an unexplained lower abdominal or 
pelvic mass with preliminary urologic studies prior to performance of ex- 
ploratory surgical procedures, (e) Urologic investigations prior to removal 
of any pelvic mass producing obstruction to labor. 

No pregnant woman known to have a solitary pelvic kidney should be 
allowed to go into labor; delivery should be by cesarean section. If there is 
a congenital anomaly of the female genitalia, no gynecologic operation should 
be performed prior to urologic investigation. 

Extreme conservatism in surgical treatment of solitary pelvic kidneys 
is imperative. The mortality rate in the "34 patients in the collected series 
who underwent operations, was 29.6%. There were 20 unnecessary explora- 
tory laparotomies, and in 5 instances the only kidney was removed. (J. 
Arkansas M. Soc. , May 1953, R. A. Downs and E. Burns) 

****** 

Spinal Complications Following Lumbar Puncture 



The first lumbar puncture was performed by Quincke in 1891 as a 
therapeutic measure in a patient with increased intracranial pressure. 
Since then, this procedure has been used hundreds of thousands of times 
for diagnosis, therapy, and spinal anesthesia. As the number of spinal taps 
increased, complications such as headache, diplopia, backache, paresthesia 
in the legs, paralysis or weakness of the leg muscles, and meningitis were 
reported. 

Injury of the intervertebral disc or vertebrae as a complication follow- 
ing lumbar puncture, however, was not recorded until 33 years after the in- 
troduction of the technique. In 1924, Billington reported 34 cases of spondy- 
litis following lumbar puncture. Of 19 cases, there were definite clinical 
evidences of spondylitis with positive x-ray findings in 14. The remaining 
16 cases included psychoneurotics and malingerers without evidence of true 
spondylitis. An intensive search of the literature on the subject from 1925 
to the present revealed 34 additional cases. 

In most of the reported cases, the injury was not accompanied by in- 
fection. However, there are 3 recorded instances of osteomyelitis of the 
spine following lumbar puncture. 

Four mechanisms leading to the development of intervertebral disc or 
vertebral injury following lumbar puncture are recognized: (a) puncture of 
annulus fibrosus with escape of nuclear material and consequent thinning of 
the intervertebral disc, (b) impingement of the needle on the annulus fibro- 
sus, setting up inflammatory reaction in the disc which leads to a gradual 
escape of nuclear material and subsequent thinning of the intervertebral 
disc, (c) extrusion of nuclear material into adjacent vertebral bodies through 
a crack or defect in the cartilaginous plate, leading to development of 
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Schmorl body, sclerosis of surrounding bone, and thinning of the interver- 
tebral disc, (d) introduction of micro-organisms into the intervertebral 
disc or vertebrae by spinal needle. 

Symptoms of spinal injury, characterized chiefly by severe back pain, 
muscle spasm over the lumbar area, tenderness over the lumbar spine, 
and difficulty in bending, stooping, or lifting, may occur immediately or as 
long as 6 months after lumbar puncture. Milward and Grout reported 1 case 
occurring 6 months after lumbar puncture for spinal anesthesia. Pease re- 
ported several cases occurring immediately following spinal puncture and 
others with onset of symptoms as long as 2 weeks later. In general, the 
earlier onset appears to occur in younger individuals, although in the cases 
reported by Deming and Zaff the patients were 65 and 71 years old, respec- 
tively, with onset of symptoms 5 days and 2 weeks following spinal anesthesia. 
Stump and Narins reported a case of a 12-year-old patient who did not have 
onset of symptoms until 5 months following lumbar puncture. 

Radiographic evidence of spinal injury has been reported occurring as 
early as 18 days (Findlay and Kemp) to as late as 6 months (Everett) after 
lumbar puncture. In the majority of cases, x-ray changes were in evidence 
within 3 to 4 months. Initially only a slight erosion of the articular surfaces 
may be seen (Milward and Grout) but complete involvement of the entire 
joint subsequently occurs. The most common x-ray findings were: (a) 
thinning of the intervertebral disc, (b) narrowing of the space between the 
respective vertebral arches and the intervertebral facets, (c) sclerosis of 
adjacent vertebral bodies, and (d) rarefaction and destruction of the verte- 
bral bodies. Pease also reports compensatory widening of the interverte- 
bral space above the affected one. 

Treatment of spinal injury following lumbar puncture depends on the 
presence or absence of infection. If the injury gives rise to an inflamma- 
tory spondylitis due to the penetration of nuclear material into the spongio- 
sa of adjacent vertebrae and there is no evidence of osteomyelitis, immobili- 
zation of the involved portion of the spine is all that is necessary. In all 
cases treated by proper immobilization by plaster body jacket {or Taylor 
brace later in the course), the patient recovered without incident. Everett 
reported the cases of 3 patients, 2 of whom were treated by immobilization 
with improvement. The third was not immobilized and remained unimproved 
for 6 months. 

If osteomyelitis of the spine is the consequence of traumatic lumbar 
puncture, antibiotic therapy in addition to immobilization is necessary. 
(Surgery, May 1953, S. F. Redo) 

****** 
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List of Recent Reports Issued by Naval Medical Research Activities 



U. S. Naval School of Aviation Medicine, U. S. Naval Air Stat ion, Pensacola 

1. Use of Standard Naval Aviation Oxygen Equipment Under Water. NM 
001 059. 29. 01, 15 Jul 1952. 

2. The Effects of Ethyl Alcohol on the Brain. NM 001 050. 01. 08, 10 Oct 
1952. 

3. Ten Year Follow-Up Study of the Physical Status of 1,000 Aviators: A 
Study of the Deaths Occurring in the Past 12 Years. NM 001 057. 05. 02, 
25 Nov 1952. 

4. A Simplified Method for Machine Calculation of the Components Used in 
the Formulas for Biserial and Point Biserial Correlation Coefficients. 

NM 001 058. 25. 02, 28 Jan 1953. 

5. Analysis of Basic Factors Constituting Necessary Mathematical Pro- 
ficiency Required for Success in Naval Aviation: Report III. Multiplication. 
NM 001 058. 20. 03, I Feb 1953. 

6. The Relationship of Leadership Choice to Authoritarian Attitudes in a 
Military Setting. NM 001 058.16.01, 26 Jan 1953. 

1. On Equating the Bipolar and Unipolar Leads of the Electrocardiogram 
and the Vectorcardiogram. NM 001 057. 08. 01, 25 Feb 1953. 

8. Analysis of Basic Factors Constituting Necessary Mathematical Profi- 
ciency Required for Success in Naval Aviation: Report IV. Division, 

NM 001 058. 20. 04, 1 Apr 1953. 

9. The Effectiveness of the Flight Aptitude Rating Battery for the Selection 
of Naval Aviation Cadets. NM 001 057.04.03, 1 Mar 1953. 

10. Analysis of Basic Factors Constituting Necessary Mathematical Pro- 
ficiency Required for Success in Naval Aviation: Report V. Algebra. 

NM 001 058. 20. 05, 6 Apr 1953. 

Medical Research Laboratory, U.S. Naval Submarine Base, New London , Conn. 

1. Submarine Atomic Defense. Report No. 215, 15 Nov 1952. 

2. A Photometric Survey of the Red Lighting Installation of the Submarine 
U. S. S. Entemedor (SS 340). Memorandum Report 53- 1 , 9 Jan 1953. 

3. Report on Testing and Evaluation of Bausch and Lomb Neutral N-15 Sun- 
glasses. NM 003 041. 51, 5 Mar 1953. 

4. The Suitability of Submarine Compressed Air for Use in the Submarine 
Escape Appliance. NM 002 015. 08. 02, 30 Mar 1953. 

Naval Medical Field Research Laboratory, Camp Lejeune, N. C. 

1. High Altitude-High Velocity Flying with Special Reference to the Human 
Factors. IV. Opening Shock of Parachute Descents. NM 006 014. 09. 01, 
Jan 1953. 

2. Reactivation of Ultraviolet Inactivated E. coli by Pyruvate. NM 005 052 
27.01, Mar 1953. 
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3. Quarterly Report of Miscellaneous Tests and Minor Investigations. 

0. ct-Nov-Dec 1952. 

4. The Effect of L -Nor epinephrine on Hepatic Blood Flow in the Normal 
Anesthetized Dog. NM 006 014. 08. 01, Apr 1953. 

U.S. Naval Air Development Center, Johnsville, Pa. 

1. Development of Biological Research Apparatus for the use in Accelera- 
tion and Deceleration Studies. Report No. NADC -MA-5206, NM 001 060. 
07. 01, Phase III of NM 001 060. 07, TED NADC AE 1401. 06, NM 001 060, 
15 Jan 1953. 

U. S. Naval Medical Research Unit No. 3, Cairo, Egyp t 

Y. Two New Species of Mosquitoes From the Yemen (Diptera, Culicidae) 
NM 005 050. 39. 26, 1953. 

2. Report of Clinical Case of West Nile Virus Infection Probably Acquired 
in the Laboratory. NM 007 082. 12. 09, 1953. 

3. The Incidence of Shigella Organisms in a Group of Egyptian Village 
Children. NM 005 083. 07. 01 , 1953. 

4. The Isolation of Coxsackie-like Virus From Mosquitoes. NM 007 082. 
13.05, 1953. 

5. The Isolation of Coxsackie-like Viruses From Human Blood. (Prelim- 
inary Report) NM 007 082. 13.06, 1953. 

6. The Experimental Transmission of a Coxsackie-like Virus by Mosquitoes. 
NM 005 050. 42. 03, 1953. 

7. Spiders of the Yemen, Southwest Arabia Collected by the U. S. Naval Medi- 
cal Mission to the Yemen, 1951. NM 005 050. 39. 22, 1953. 

8. Isolation of Human Enteric Pathogens From Ready to Eat Meats From 
Butcher Shops in Cairo, Egypt. NM 005 083. 06. 02, 1953. 

^ ^ jjc ?[" 

Notice 



Certain lots of S M A liquid formula for infant feeding manufactured 
by Wyeth Laboratories have been determined to be harmful to a small per- 
centage of infants fed on this preparation. The powdered form has not repeat 
not been implicated. The manufacturer is now withdrawing implicated lots 
from all sales outlets. Lots of S M A (Liquid) involved are those carrying 
letters "H" and "I" in code number embossed on tops of cans and stencilled 
on case, for example A-6-H or D-3-I et cetera. Recommend dissemination 
of this message to activities which might be selling these lots. (PrevMed 
Div. , BuMed) 
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From the Note B ook 

1. R ear Admiral Lamont Pugh, Surgeon General of the Navy, repre- 
sented the Navy at the section meetings on military medicine of the one hun- 
dred and second annual meeting of the American Medical Association, June 
3-4, 1953 in New York. On June 5, Admiral Pugh, accompanied by Lieu- 
tenant Beltram A. Brofft (MSC) USN, departed for Paris, France, where he 
attended a medical planning conference, June 8-10, 1953, at the Supreme 
Headquarters Allied Powers of Europe. (TIO, BuMed) 

2. Rear Admiral C. J. Brown, Deputy Surgeon General and Navy mem- 
ber of the House of Delegates of the American Medical Association attended 
the meeting of the House of Delegates in New York. (TIO, BuMed) 

3. ALNAV One Four. BuMed Instruction 6710. Suspend from issue 
and use SN 1-301-500 Nicotinamide tablets lot 4762540 and SN 1-068-715 
D-amphetamine sulfate tablets lots 5792550 and 4742540 and 4752540. All 
manufactured by Chase Chemical Company. Report quantity on hand by 
each of these lot numbers to reach Field Branch, BuMed prior 15 June 1953. 
Hold material pending further instructions. 

4. Rear Admiral Bertram Groesbeck, Jr. (MC) USN was installed as 
President of the Aero Medical Association at Los Angeles on 13 May and 
will preside at the twenty-fifth anniversary meeting of the society in 
Washington in 1954. Brigadier General Otis O. Benson, Jr. , USAF (MC) 
was chosen President-elect of the organization. The Association's Theo- 
dore C. Lyster Award for outstanding achievement in the general field of 
aviation medicine was given Captain Wilbur E. Kellum (MC) USN. Walter 
F. Grether, Ph. D. , of the Air Force Aero Medical Laboratory, Wright- 
Patterson Air Force Base, Ohio, was the recipient of the Raymond F. 
Longacre Award and James P. Henry, M. D. , also of the Aero Medical 
Laboratory, was given the Arnold D. Tuttle Award for the most significant 
published research report in this specialty. 

5. Dr. H. Kleinman, Bureau of Indian Affaii s Hospital, Red Lake 
Agency, Minn. , gives additional information on the outbreak of infectious 
hepatitis which was summarized in the P. H. S. Communicable Disease Sum- 
mary for the week ended Feb. 28, 1953. The disease was mild with pre- 
dominant symptoms of fever, upper abdominal pain, nausea, and vomiting. 
A total of 80 cases has been reported in 4 villages during the period Oct. 12, 
1952 to Mar. 28, 1953. Indications are that the outbreak was reservation- 
wide rather than spread from one locality. The source of the infection has 
not as yet been determined. (P. H. S„ , Dept. of H. E. W. ) 

6. Up to 1 May 1953, 155 Navy and Marine personnel have been killed 
on the highways. Add to this alarming total the number who have been injured 
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which must be at least 3 or 4 times the number killed, and one has an idea 
of the magnitude of the traffic safety problem. (Public Relations News 
Letter, Navy Dept. , May 1953.) 

7. A fatal case of an anaphylactic reaction to intravenous solution of 
10% dextrose in water inadvertently contaminated with A. aerogenes is pre- 
sented in the American Journal of Surgery, May 1953, J. M. O'Hare, M. V. 
Shapiro, and F. V. Creedon. 

8. A portable apparatus for extrarenal hematodialysis has been devel- 
oped. The artificial kidney in experienced hands is a safe and efficient 
method for temporarily replacing the excretory function of the kidney. 

(J. Urol., May 1953, G. Hollander, J. A. Sterling, and J. C. Doane) 

9. The following naval medical officers have recently been certified 
in their specialties by American Boards: CDR J. Davis (MC) USN and LTJG 
H. J. McCrea (MC) USNR, American Board of Otolaryngology; CDR V. C. 
Stratton (MC) USN, LT C. A. Haug (MC) USNR, and LT. E.C. Meadows 
(MC) USNR, American Board of Surgery; LCDR J.N. Sussex (MC) USN and 
LTJG W. F. Stafford, Jr. (MC) USNR, American Board of Psychiatry and 
Neurology; LT T. L. Murphy (MC) USNR, LTJG A. B. Hayworth (MC) USNR, 
and LTJG B. A. Shatz (MC) USNR, American Board of Internal Medicine; 
LT L. M. Osachuk (MC) USNR, American Board of Radiology; and LT E. A. 
Smith, Jr. (MC) USNR, LT. C.A. Tros sman (MC ) USN, and LT W. K. 
Woodard (MC) USNR, American Board of Pediatrics. (TIO, BuMed) 

10. Seven cases of actinomycosis have been successfully treated with 
aureomycin, 5 of which have been observed for more than 2 years since 
treatment. Aureomycin is an effective therapeutic agent in localized and 
disseminated actinomycosis. (Ann. Int. Med., May 1953, L. V. McVay, 
Jr. and D. H. Sprunt) 

11. The Bureau of Medicine and Surgery presented three scientific ex- 
hibits at the one hundred and second annual meeting of the American Medical 
Association in New York City, June 1-5, 1953. The exhibits were: "Am- 
phibious and Field Medicine, " "Medicine and Research in Diving, »' and 
"Electroencephalography in Combat Head Injuries. " (TIO, BuMed) 

12. A code for autopsy procedure to be used as a guide by all groups 
concerned has been formulated by representatives of the Ohio State Medical 
Association, Ohio Hospital Association, Ohio Society of Pathologists, and 
Ohio Funeral Directors Association and has been approved by the official 
boards. (Ohio State M. J. , May 1953) 
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BUMED NOTICE 6710 11 May 1953 

From; Chief, Bureau of Medicine and Surgery 

To: Ships and Stations Having Medical/Dental Personnel Regularly 

As signed 

Subj: Dextran and dried blood plasma; operational use of 

I. This instruction disseminates information on the use, distribution, and 
availability of dextran and dried blood plasma. All outdated dried blood 
plasma, and dried blood plasma in excess of requirements, shall be re- 
turned immediately to the nearest naval medical and dental supply depot 
without further authority. (See BUMEDINST 6530.2) A one-time report 
of the quantity of the plasma remaining shall then be made to the Chief, 
Field Branch, BuMed. 

****** 

BUMED INSTRUCTION 1500. 3 13 May 1953 

From: Chief, Bureau of Medicine and Surgery 
To; All Naval Hospitals 

Subj: Medical intern training program 

Ref: (a) Essentials of an Approved Internship, Revised to December 

4, 1952, prepared by the Council on Medical Education and 
Hospitals of the American Medical Association 
(b) BuPers Inst. 6000. 1 

1. This instruction sets forth pertinent data pertaining to medical intern 
training in naval hospitals. BuMed C/L, 51-6 is cancelled. 

****** 

BUMED INSTRUCTION 6320. 10 13 May 1953 

From: Chief, Bureau of Medicine and Surgery 
To: All Ships and Stations 

Subj: Submission of claims for payment for medical treatment, hospitali. 

zation, and allied services 



Ref: 



(a) Chapter 20, ManMedDept 
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I. This instruction directs the attention of addressees to the revision of form 
NavMed-U, and the need for careful completion and prompt submission of 
the form and related bills incurred for medical, dental, and hospital serv- 
ices received by members of the naval service from civilian sources or 
U.S. Public Health Service facilities. BuMed C/L 50-97, 51-120, and 
52-38 are cancelled. 

**#*** 

BUMED INSTRUCTION 6200. 4 14 Ma Y 1953 

From: Chief, Bureau of Medicine and Surgery 
To: All Ships and Stations 

Subj: Methyl alcohol; hazards of 

1. This instruction provides information on the physiological effects of 
methyl alcohol, and recommends precautionary measures to prevent its 
deliberate or accidental drinking and resultant poisoning. BuMed C/L 
45-95 is cancelled. 

* ***** 

BUMED INSTRUCTION 6200. 1 20 Ma Y 1953 

From: Chief, Bureau of Medicine and Surgery 
To: AH Ships and Stations 

Subj: Joint Utilization of Certain Armed Forces Medical Laboratory 

Facilities 

Encl: (1) Joint Army-Navy-Air Force directive concerning subject 

i. This instruction, through enclosure revises and incorporates into the 
Navy Directive System the joint Army-Navy-Air Force directives origin- 
ally published under the following media designations and dates: BuMed 
C/L 50-113; Army Regulation 40-441; Air Force Regulation 160-62 of 25 
September 1950. BuMed C/L 51-75; CI AR 40-441; CI AFR 160-62 of 18 
April 1951. BuMed C/L 50-113 and 51-75 are cancelled. 
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BUMED NOTICE 5215 25 May 1953 

From: Chief, Bu reau of Medicine and Surgery 

Chief of Naval Personnel 
To: All Stations 

Subj: Directives; cancellation of 

1. ALSTAC ON 201948Z of 20 July 1950 concerning waivers for Reservists 
and joint BuMed-BuPers letter, BuMed C/L 51-115 re physical fitness of 
Naval Reservists for orders to extended active service are cancelled. 

****** 

BUMED INSTRUCTION 6150. 2A 25 May 1953 

F rom: Chief, Bureau of Medicine and Surgery 

To: All Continental Shore Stations Having Medical Corps Personnel 

Attached 

Subj: Health Records and portions thereof; forwarding of upon release 

or discharge of personnel 

1. This instruction sets forth a procedure for expeditious transmittal to 
the Bureau of Medicine and Surgery of Health Records and portions thereof 
which may be required by the Veterans Administration in the adjudication 
of claims filed by individuals following their release or discharge from 
service. BuMed Inst. 6150. 2 is cancelled. 

******* 

BUMED INSTRUCTION 1770. 3 25 May 1953 

From: Chief, Bureau of Medicine and Surgery 
To: All Navy and Marine Corps Activities (continental); 

Commandant, Tenth Naval District 

Subj: Standard Burial Contracts 

Ref: (a) Arts. 17-27, 17-28, and 17-54(3), ManMedDept 

(b) BuMed Inst. 4210. 1 A 

Encl: (1) Example setting forth items called for in Schedule of Standard 

Burial Contract, to be used as a guide for preparation of annual 
requisition for care of the dead 
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1. This instruction relates to the annual awarding of standard burial con- 
tracts. BuMed C/L 51-142 is cancelled. 

* * * * * * 

BUMED NOTICE 5215 26 Ma V 1953 

From: Chief, Bureau of Medicine and Surgery 

To: Ships and Stations Having Medical /Dental Personnel Regularly 

Assigned 

Subj: BuMed Circular Letters; cancellation of several 

I. The following BuMed C/L are cancelled: 42-120, 44-18, and 52-35. 

****** 



h PREVENTIVE MEDICINE SECTION 




General Sanitation 

Legislation on Feeding Raw Garbage to Swine 

The U.S. Public Health Service reports the following current and 
pending State legislation to control the feeding of raw garbage to swine: 
"(a) Twenty States now have legislation or regulations and have instituted 
an enforcement program; and (b) sixteen States have bills pending in legis- 
latures now in session. " 

The feeding of raw garbage to swine is believed to be the major factor 
in the introduction, perpetuation, and dissemination of vesicular exanthema. 
Vol. 20, No. 4, of the Medical News Letter carried an article on this dis- 
ease and recommended that all messes, as well as households of naval per- 
sonnel at shore bases, withhold all uncooked fresh pork scraps and trimmings 
from garbage cans and incinerate or otherwise dispose of them to insure that 
they will not be fed uncooked to swine. This will also aid in the control of 
other pork-borne diseases such as trichinosis and hog cholera. 
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Errata for PHS Milk Ordinance and Code 



The Public Health Service has issued an errata sheet for its "Milk 
Ordinance and Code, 1953 Recommendations of the Public Health Service" 
(PHS Publication 229). Significant changes in the 1953 Code from the pre- 
ceding one were given in Vol. 21, No. 5 of the Medical News Letter. The 
list of errata will be distributed to the naval activities which received the 
1953 Milk Ordinance and Code, but for their information in the meantime 
the corrections are printed here: 

1. On page X, Introduction, Item 4, delete from line 2 the words 
"except that certified raw milk may be permitted. " In line 4 of this same 
paragraph delete the words "{other than certified raw. )" 

2. On page 25, the title indicating the changes to be made where the 
retail sale of Grade A raw milk is to be permitted should be changed to read 
"CHANGES TO BE MADE IF THE RETAIL SALE OF GRADE A RAW MILK 
IS TO BE PERMITTED UNDER SECTION 8. " 

3. On page 74, Item 18r, Satisfactory Compliance, sub-item (2), 
delete the words "with a stiff brush, or washing, of the entire herd. " This 
sub-item should read "(2) Brushing is completed before milking is begun. " 

Communicable Disease Control 



Meeting of AFEB Commissi ons on 
Respiratory and Streptococcal Diseases 



The following notes were made at a recent combined meeting of Armed 
Forces Epidemiological Board Commissions on Respiratory and Streptococcal 
Diseases : 

"Red blood cells treated with tannic acid adsorb streptococcal M protein 
(type specific). These cells were used in hemagglutination tests with specific 
rabbit sera. The cells have also been used to identify the presence of M pro- 
tein antibodies in convalescent patients. In humans, cross -reactions have 
been troublesome. The addition of a heterologous M protein to the serum 
before adding the serum to the treated red blood cells has tended to reduce 
these cross-reactions. " 

"All the rheumatic recurrences in an observed group of individuals 
with a history of rheumatic fever were in those who had at least two succes- 
sive-positive streptococcus nose or throat cultures, plus upper respiratory 
symptoms, plus rising convalescent antibodies (antistreptolysin). All but 
one of the recurrences were in individuals who had temperatures of 100° F. 
or more and upper respiratory symptoms. During the discussion, it was 
reported that, in a series of streptococcal respiratory infections proved by 
rising convalescent antibody titers, 76% had exudate and a white blood cell 
count over 10,000; and 84% had exudate, a white blood cell count over 10,000, 
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and positive culture. With the latter combination, 16% of "proved" cases 
are missed. Further discussion brought out the fact that the antibody titer 
is not practical for survey purposes because the technique is so difficult; 
that is why there is so much interest in he'magglutination-inhibition experi- 
ments, reported in the preceding paragraph. " 

"It was suggested that in military situations the culture is the best 
single criterion for streptococcal infection, using swab-blood agar plate 
technique with no delay. To prevent rheumatic fever, it appears that peni- 
cillin treatment should be continued for 96 hours. " 

"Presumably susceptible military subjects were not infected by blan- 
kets naturally contaminated with streptococci, and persons could not be in- 
fected by spraying or blowing naturally contaminated dust into the nose and 
throat, or by exposure to the dust disseminated in a barracks atmosphere. " 

"At the USNTC, Bainbridge, Md. , in 1952, acute nephritis cases out- 
numbered rheumatic fever 3 to 1 . About 1 to 2 weeks after onset of illness, 
hematuria developed in about 33% of Type 12 streptococcal cases. In 15 of 
191 Type 12 cases, acute nephritis was diagnosed. None of the Type 12 
cases receiving penicillin treatment early during hospitalization developed 
nephritis, but 8 to 10% of patients treated with placebos or human gamma 
globulin did develop acute nephritis. Patients with suppurative complica- 
tions developed acute nephritis more frequently, on the average, than did 
those without. Early treatment with penicillin reduced the convalescent 
antibody response. " 

"At the USNTC, Great Lakes, 111. , in 1952, oral administration of 
250,000 units of penicillin twice a day for 10 days practically eradicated 
streptococci from the throats of those treated. Doses of 100,000 units of 
penicillin daily for 4 to 5 weeks, and 50,000 units daily thereafter, were not 
successful in eradicating streptococci but both were much superior to place- 
bos in suppression of disease in this group. No penicillin-resistant organ- 
isms were encountered. 1 ' 

"At Bainbridge the best prophylaxis was achieved with 250,000 units of 
penicillin upon arising and before retiring; but 6 weeks after the end of the 
treatment period, the incidence of disease had risen again and further pro- 
phylaxis was required. Good suppression was obtained with 125,000 units 
daily, and fair suppression with 50,000 units daily. " 

"At the USNTC, Sampson, N. Y. , prophylaxis consisted of 250,000 
units of penicillin twice a day, varying only in duration. Given for 10 days, 
rates were reduced for 4 weeks; given 5 days, rates were reduced for a 
shorter time. It was noted that rates also fell quite markedly in the con- 
trols, and rose again also, indicating that it may not be necessary to treat 
everyone. At present, the entire camp has completed a universal course of 
treatment; in one troop, new recruits will be treated; in the other troop, 
none will be. " 

"At Bainbridge, in a controlled study of 208 cases of scarlet fever, 
erythromycin (oral) was as effective as parenteral penicillin in treatment. " 
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"An epidemic of streptococcus Type 12 nephritis in a nursery school, 
discovered during an epidemiologic investigation of 2 cases in children in ' 
one family, was discussed. Of 163 children, 59 harbored streptococci 24 
being of Type 12; 13 of the latter had either nephritis or hematuria of vary- 
ing degree. " 

"One project concerning diagnosis of viral diseases has two aims: (1) 
detection of viruses in chick embryos, employing human volunteers; (2) 
attempts to discover physiologic or pathologic responses to presence of 
virus in chick embryos. Apparently no positive techniques have been devel- 
oped at this point; pH changes in allantoic fluids remain to be explained, how- 
ever. " 

"Ciliated cells in the bronchi are not destroyed by influenza mouse- 
adapted viruses in mice, although microscopic and electromicroscopic evi- 
dence was presented which strongly suggests that the virus multiplies in 
inclusionlike bodies in the cells. Ultimate identification of the nature of 
these inclusionlike bodies will probably depend upon development of micro- 
dissection techniques. " 

Tuberculosis Control 

Establishing a Diagnosis of Pulmonary Tuberculosis ; 
Its Socioeconomic Impl ications 

To many physicians, and to most of their patients, the real meaning 
of an established diagnosis of active pulmonary tuberculosis is not apparent 
The mass roentgenologic examinations of apparently healthy groups at ages 
m which tuberculosis mortality rates are relatively high have proved to be 
a rapid and useful method for discovering significant disease. It helps to 
reveal lesions which cannot be found by any other known method. When 
applied to adolescents and adults, mass roentgenologic examination of the 
lungs has as its primary object the detection of active or potentially active 
tuberculosis. The detection of suspicious lesions in the chest by one such 
examination, however, does not permit the physician to conclude that he is 
dealing with active disease, let alone pulmonary tuberculosis. 

The National Tuberculosis Association in its "Diagnostic Standards 
and Clas Sl fication of Tuberculosis, 1950 Edition" has set forth certain cri- 
teria necessary for an established diagnosis of active pulmonary tuberculosis 
If sputums and gastric contents are carefully and repeatedly examined for 
M ycobacterium tuberculosis , negative results are of distinct diagnostic value 
In a patient with a demonstrable parenchymal infiltration, in whom tubercle 
bacilli cannot be demonstrated, causes for the lesion other than active pul- 
monary tuberculosis should be sought. 

When a diagnosis of active pulmonary tuberculosis is established cer- 
tain stigmata --intended or not-are placed upon the individual. He is neces- 
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sarily isolated from his family and friends for many months and even years. 
He and his family are the subject of repeated investigations by public health 
services. He is often denied the type of employment for which he has spent 
years attaining his skills, and when he seeks re-employment upon arrest of 
his active disease he is subjected to more careful scrutiny than others. If 
he seeks insurance, he is often rejected on the basis of such a history or he 
is penalized by having to pay higher premium rates. If he is in the Armed 
Forces, a career is often stopped because the associations and rigors of 
military life are not compatible with this disease. 

It is important that physicians realize the implications which attend a 
diagnosis of pulmonary tuberculosis. Extreme care must be exercised in 
the diagnostic acumen of a disease which has so many social and economic 
ramifications . 



Insect and Rodent Control 



Import ance of Vector Control 

The term "vector" is being widely adopted to designate those insects, 
other invertebrates, and rodents which play a significant role in the trans- 
mission of disease. The U. S, Public Health Service and several State health 
departments have officially designated vector -control organizational units. 
The American Public Health Association has established a Committee on 
Vector Control. A report of this Committee concludes: 

"Public awareness of the benefits of vector control and nuisance abate- 
ment has been greatly accelerated by the acclaim given to modern chemicals 
during recent years. While these technologic advancements are of real sig- 
nificance, their use is not without accompanying problems, such as resist- 
ance to insecticides. Therefore, fundamental reliance must continue to be 
placed on basic methods, including sanitary methods of garbage and refuse 
disposal, drainage, ratproofing and other similar concepts." 

The following is quoted from an editorial in the February 1953 issue 
of the American Journal of Public Health and the Nation's Health: 

"The past year was a notable one from the standpoint of vector -borne 
illness. Besides the 727 cases and 49 deaths from encephalitis which occur- 
red in the Central Valley of California, the nation experienced its usual toll 
of Rocky Mountain spotted fever, relapsing fever, fly-transmitted enteric 
infections, and gnat-borne conjunctivitis. Transmission of malaria occurred 
again, with infection of Anopheles mosquitoes originating from repatriated 
military personnel. Many localities throughout the country suffered from 
high densities of pest mosquitoes and biting flies. In short, the 'animal 
carriers of disease and sources of discomfort to man' continue to be chal- 
lenging problems to health agencies. " 
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The increasing number of reports on unsafe or wasteful use of pest- 
control materials and equipment has emphasized the need for more rigid 
control over the use of many new as well as older insecticides and for 
properly qualified supervisory and operating personnel. The following are 
typical examples taken from recent reports: 

Use of DDT emulsifiable concentrate without diluting. 

Use of Roccal {a standard germicide) undiluted as an insecticide, with 
negative results. 

Use of naphthaline -sulfur powder for control of human and crab lice. 

Storage of chlordane concentrate without safeguards to prevent access 
by unqualified personnel; keeping excessive stocks on hand. See BuMed Inst 
6250. 3. 

Use of warfarin undiluted. See BuMed Inst. 6250. 1. 
Improper use of vaporizing devices. Se enclosure (1) to SecNav Inst 
6250. 2. 

Use of repellent as a residual insecticide. 

Procurement of nonstandard, proprietary 2% chlordane at $2. 65 per 
gallon in lieu of an identical standard 2% chlordane at 90£ per gallon avail- 
able from the Catalog of Navy Material. 

Procurement of nonstandard dusts at 90£ per pound in lieu of standard 
items at 10$ to 15£ per pound. 

Application of residual sprays with equipment designed for fine mists. 

Use of chlordane and lindane as general-purpose insecticides and for 
over -all residual applications. See BuMed Inst. 6250. 3 

Use of technical DDT as a dust. This material is much too coarse for 
dusting and must be dissolved in a suitable solvent. 

Attempted preparation of solutions with 10% DDT dust instead of tech- 
nical DDT. 

Improper use and maintenance of equipment. 

Incomplete coverage and inadequate technical supervision and training 
of operators. 

BuMed Instruction 6250. 3 outlines the precautions to be observed in the 
use of certain insecticides, and SecNav Instruction 6250. 2 sets forth policy 
on the procurement of proprietary pesticides. 

****** 

Effect of Fly Control on Diarrh eal Disease in an 
Area of Moderate M orbidity 

F ollowing a study in a county in Texas having high rates of diarrheal 
disease morbidity and mortality, it was recognized that the reduction of 
Shigella infections by controlling flies, the proved vectors, might be limited 
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by certain features of the particular area. Because such control would be 
more feasible in areas of low to moderate morbidity, more frequently en- 
countered, an area of small communities in rural Georgia was selected for 
a similar study. 

Results of this study demonstrated that during effective fly control in 
an area of moderate diarrheal disease morbidity, the prevalence rate of 
Shigella infections and the morbidity rate from diarrheal disease were sig- 
nificantly lowered. 

Chemical insecticides of the residual type were used for control of 
adult flies. The development of housefly (M. domestica ) resistance to the 
DDT initially used resulted in its ineffectiveness in maintaining fly control 
after 10 months. The dieldrin and chlordane sprays substituted for DDT 
resulted in excellent fly control for about 3 months. After that period 
these insecticides became even less effective than DDT. (Pub. Health Rep. , 
Apr. 1953, D, R. Lindsay, W. H. Stewart, and J. Watt) 

Venereal Disease Control 



N ecessity for Prompt Contact Interviewing 

It has been noted that when a patient with an undetermined diagnosis 
but with indications of a probable venereal disease is admitted to a naval 
hospital, there is often a delay of days or weeks from the time the diag- 
nosis is actually established until the contact interview is held. If the 
interview is postponed all during the time the patient is being treated until 
the subsequent completion of his records prior to return to duty, the con- 
tact who infected him or who may have been infected by him obviously has 
ample time to circulate and infect others. This unnecessary delay should 
be avoided; upon the establishment of any diagnosis of venereal disease the 
record office should be notified immediately and the interview and contact 
report completed at the earliest opportunity. 

Industrial Health 



Test Survey of Wet Sandblasting Operations 

The March industrial health report of the Puget Sound Naval Shipyard 
includes the following information on a survey of wet sandblasting operations: 

In connection with a series of test sandblasting operations, the Bureau 
of Ships requested an industrial hygiene evaluation of the four materials used. 
The evaluation included determinations of the free silica content of each blast 
ing material and dust counts taken under comparable conditions. The materi 
als used in these tests were Puget Sound Naval Shipyard Sand #Z; Gem Silica 
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#14 from Emmet, Idaho; slag from rock wool manufacturing operations in 
Tacoma, Wash. ; and cracked slag from a smelting operation in Kellogg, 
Idaho. The free silica content of these materials was as follows: 

PSNS Sand #2 47. 46% 

Gem Silica #14 70. 58% 

Tacoma slag 1. 56% 

Idaho slag 4. 42% 

The central portion of the hull of a drydocked ship was divided into four equal 
areas for sandblasting with these materials. Records were kept of the wind 
direction and velocity and the relative humidity during the dust-sampling 
operations. All dust samples were taken with the midget impinger and 
counted, using a Hatch cell and a microprojector . Wind direction was ob- 
served, using a smoke tube, while the average velocity was computed from 
anemometer readings. All blasting during these tests was wet sandblasting. 
Free silica determinations were accomplished, using the orthophosphoric 
method. The wind direction throughout the test was longitudinal with respect 
to the drydock. Atmospheric dust samples were taken 45' downwind from 
the blasting operations. From the free silica content and the dust counts 
obtained during these tests, the following conclusions were drawn: 

1. Based on the free silica content, both PSNS Sand #2 and Gem Sili- 
ca #14 produced amounts of dust well in excess of the maximum allowable 
concentration for materials containing more than 5% free silica. 

2. PSNS Sand #2 and Gem Silica #14 produced significantly higher dust 
counts than either of the two slags. 

3. Tacoma slag and Idaho slag produced dust concentrations within the 
allowable range for materials containing less than 5% free silica. 

4. Sandblasting operations on the sides of the ship produced less dust 
near the drydock floor than did the sandblasting of the ship's bottom. 

5. The free silica content of Gem Silica #14 and PSNS Sand #2 is sig- 
nificantly higher than the free silica content of the two slags. 

Accordingly, it was stated that, from an industrial health standpoint, 
the use of either of the two slags was to be preferred to the use of the PSNS 
Sand #2 or Gem Silica #14. 

Chemical analyses conducted by the materials laboratory showed that 
the Tacoma slag contained a significant amount of arsenic. Some question 
was raised as to whether or not this arsenic constituted a health hazard. 
Assuming that the arsenic was present in a readily assimilable form and 
using the highest figure obtained (0.1% as arsenic trioxide), it was calculated 
that it would be necessary to have 0.5 gram of respirable dust per cubic 
meter of air before the arsenic would exceed the maximum allowable con- 
centration of 0.5 milligram per cubic meter of air. It was, therefore, be- 
lieved that the arsenic did not present a serious health problem because 
reduction of the dust to an acceptable figure would automatically control 
the arsenic. 
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Problems? Solutions? 

Because the Preventive Medicine Section of the Navy Medical News 
Letter is intended to disseminate helpful information to those in the field, 
your questions on any subject of preventive medicine or your experiences 
in solving problems are invited. Brief articles of from 200 to 500 words 
are desirable. It is no longer possible to use photographs with these 
items but pen-and-ink drawings and graphs may be included. 

Items should be addressed to Preventive Medicine Editor, Code 72-M, 
Bureau of Medicine and Surgery, Department of the Navy, Washington 25, 
D. C. 

$ $ $ & $ 4 
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